Aim of the study is the description of the successful management of gastroepiploic artery pseudoaneurysm with preservation of parent vessels using flow-diversion technology. The present report describes the application of a flow-diversion Pipeline TM Flex device for occlusion of a sidewall bleeding pseudoaneurysm on a patient who was status-post sub-total pancreatectomy and remote esophagectomy with a gastric conduit. The pseudoaneurysm was on the solitary vessel supplying the patient's conduit. Use of flow diversion technology excluded the sidewall pseudoaneurysm while maintaining gastric conduit perfusion. In our case, the application of flow diversion technology allowed the preservation of patency of the main arterial supply to the gastric conduit on a post-esophagectomy patient; loss of the right gastroepiploic artery in that case would had been otherwise catastrophic. Flow-diversion technology can be considered for the treatment of pseudoaneurysms post-pancreatic resections, especially when there is no other surgical or endovascular treatment option. (Ann Hepatobiliary Pancreat Surg 2020;24:114-118)
INTRODUCTION
The authors describe the successful treatment of gastroepiploic artery pseudoaneurysm with parent vessels preservation using a Pipeline TM Flex embolization device.
CASE
The patient was a 64-year old man, with remote history of trans-hiatal esophagectomy for the treatment of esophageal adenocarcinoma. 12 years later, he developed a pancreatic adenocarcinoma and was treated with subtotal pancreatectomy. His post-resection course was complicated with pancreatic leak, which precipitated intra-abdominal infection and left pleural empyema, which were drained. One-month post-resection, the patient presented with sanguineous drain output. He subsequently underwent arteriography, which revealed a pseudoaneurysm arising from the first segmental artery off the superior mesenteric artery (SMA) and the inferior pancreaticoduodenal artery anastomosing with the gastroduodenal artery and the gastroepiploic artery. The branch giving rise to the pseudoaneurysm was the only vessel supplying the gastric conduit. The pseudoaneurysm was a sidewall type associated with slow extravasation (Fig. 1) , and preserved flow to the gastric conduit. Due to its small diameter, the vessel would not admit stent; vessel embolization would risk gastric conduit necrosis.
During esophagectomy, the intrathoracic, distal esophagus and proximal stomach had been removed, and the residual stomach mobilized to reach the residual esophageal stump in the neck. The gastric conduit was com- 
